Locked knee and osteochondritis dissecans
Christopher Elsworth FRCS St James' Hospital, Balham, London SW12 8HW Summary: Two patients presenting with a locked knee are described. In both cases a loose body from an osteochondritis dissecans defect had wedged beneath the anterior horn of the lateral meniscus, creating a block to extension which could not be reduced. Arthroscopy and arthroscopic methods proved unsuccessful in the removal of the loose body.
Case reports
Case 1: A 32-year-old painter and decorator presented to the casualty department with a locked left knee. He admitted to three episodes of momentary locking of his knee over the previous two weeks, but otherwise had no previous knee inj'ury or symptoms. His knee was found to be locked with a 30°block to extension and was only painful on attempting to straighten it. The radiographs showed an osteochondritis dissecans defect in the lateral femoral condyle and a loose body in the anterolateral aspect of the joint (Figure 1 ). Under general anaesthetic the block to extension could not be reduced by manipulation.
At arthroscopy, the defect in the lateral femoral condyle was seen but the loose body could not be seen. A lateral oblique arthrotomy was performed and a loose body 2 x 0.5 cm was removed from beneath the anterior horn of the lateral meniscus. The defect was drilled and curetted. The patient made an uneventful recovery. Case 2: A 28-year-old student carpenter awoke one morning with a painful locked right knee. She had had no previous knee symptoms. She there was a 300 block to full extension. Radiographs of her right knee showed an osteochondritic defect in the lateral femoral condyle with a loose body in the anterolateral aspect of the knee joint ( Figure 2) . The block to extension could not be reduced under general anaesthetic. The loose body could not be seen with the arthroscope although the defect in the lateral femoral condyle was seen. A lateral oblique arthrotomy was performed and a 1.5 x 0.5 cm loose body removed from beneath the anterior horn of the lat-eral meniscus.
Discussion
Loos-e bodies within the knee joint are a common complication of osteochondritis dissecans. Aichroth (1971) reviewed 100 knees in which 43 had loose bodies which required removal. In a further 9 knees a loose fragment was replaced with pins. Generally a loose body remains freely mobile within the joint and causes only intermittent momentary locking, but rarely it lodges firmly beneath the anterior horn of the meniscus, especially on the lateral side. Smillie (1970) explained this as being due to the shape of the loose body. It is usually oval in shape and bevelled at the edge. The action of the femoral and tibial condyles propels the fragment forward where it can wedge beneath the meniscus. The anterior aspect of the meniscus is lifted up and blocks full extension of the knee. Smillie (1970) pointed out that the loose body can be removed by a horizontal incision entering the knee between the meniscus and the tibial condyle, although this approach could tether the anterior horn and possibly result in an increased incidence of meniscal damage. Arthroscopy and arthroscopic surgical techniques are a popular and logical method of approaching the problem of loose bodies within the knee. Dandy (1981) recommends arthroscopy to locate the fragment, a percutaneous needle to transfix it and grasping forceps to withdraw the fragment through the synovium. These two cases serve to illustrate an unusual presentation of osteochondritis dissecans and the difficulties encountered in arthroscopy in the presence of the locked knee.
